Carcinoma of the male anterior urethra is a rare condition most frequently seen in patients with a history of long-standing or complicated strictures (Kaplan et al. 1967). It is this group of patients who are most likely to benefit from a urethroplasty using either penile or scrotal skin in a one or two stage procedure. The success of these operations has led to their widespread use in those patients most at risk of developing urethral carcinomas. This situation gives rise to two questions. Firstly, does a successful urethroplasty prevent subsequent development of malignancy, and secondly, might the penile or scrotal skin transplanted into the urethra undergo malignant change? A search of the literature has revealed only three previously reported cases of post-urethroplasty carcinoma (Kirkman 1961 , Ogreid 1970, Colapinto & Evans 1977. Two further cases are now described.
Case I: A 79-year-old male was first seen by MHA in 1969. He gave a history of 17 years repeated urethral dilatations. He had had a previous meatotomy and a temporary suprapubic cystotomy for an impassable stricture and periurethral abscesses. A urethrogram in 1969 showed irregularity of the whole length of the urethra with a tight posterior urethral stricture. He was initially treated with a first-stage Turner-Warwick urethroplasty laying open the whole length of the urethra and inlaying scrotal skin to I cm below the verumontanum. A second-stage closure of the urethra was carried out six months later. Shortly after this he complained of a poor stream and dribbling incontinence and on review was found to have a scarred, narrowed distal urethra, with a blow-out urethral diverticulum. The distal urethra was laid open to the dilated area and following this there was considerable improvement in his symptoms. He required occasional dilatation of the new external meatus over the next few years but discharged himself well in 1974. He returned in December 1977with an advanced, fungating carcinoma of the penis with ulcerating metastatic lymph nodes in the left groin and enlarged nodes in the right. He was treated by a total amputation of the penis and scrotum with formation of a perineal urethrostomy. The lymph nodes were biopsied. Histology showed a well-differentiated squamous cell carcinoma of the penis infiltrating into deep tissues. Postoperatively he was treated by radiotherapy to both inguinal regions. This resulted in considerable improvement in the local situation and reduction in size of the nodes. He died suddenly at home two months after he first presented. A post-mortem was not held.
Case 2: A 74-year-old man was first seen in 1972 for management of urethral stricture. Urethrogram showed inultiple strictures and fistulae. After an initial period of suprapubic catheter drainage, he underwent a first-stage Turner-Warwick urethroplasty and scrotal inlay to the posterior urethra. A further inlay to the anterior urethra was performed three months later and the urethroplasty closed nine months after his initial presentation. He had an excellent symptomatic improvement. He developed a small fistula I em proximal to the external meatus, which, as it caused him little inconvenience, was left alone. squamous carcinoma of the penis with metastases in both inguinal nodes. He was treated initially by radiotherapy to the penis and to the inguinal regions. Eight months later he had developed multiple skin nodules and gross ulceration of the penis. He was treated with bleomycin and further radiotherapy and a palliative amputation of the penis was performed. There was no response to treatment and he died one year after his first presentation.
Discussion
Urethral stricture is associated so commonly with carcinoma of the male urethra that it must be regarded as a predisposing factor. Association of previous strictures and malignancy varies between 35% and 76% (Kaplan et 01. 1967 , Dixon & Moore 1953 . The aetiological agent is most likely chronic irritation. Chronic irritation of the urethra with squamous metaplasia proximal to the stricture is a routine finding (Blandy 1976). As the majority of urethral neoplasms are squamous cell in type, it is attractive to postulate that they originate in these areas of squamous metaplasia, though in the two cases presented here there is no biopsy evidence of the presence of squamous metaplasia. It is possible that unrecognized malignancy was present at the time of the original urethroplasty. However, the delay in manifestation of malignancy (9 and 5 years respectively) after the urethroplasty makes this possibility unlikely. Malignancy could have developed in the transposed skin flaps; this is unlikely. In these two patients, the carcinoma appeared to have arisen in areas of continuing irritation: in the first patient, in the distal, unhealthy urethra which had had to be laid open; and in the second patient, at the site of the persistent urethral fistula. Because of the rarity of this condition, we feel that a successful urethroplasty does prevent the development of primary urethral malignancy. When the urethroplasty has not been a complete success the occurrence of this rare condition must be borne in mind.
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The presence of deposits of IgA in the uninvolved skin is characteristic of dermatitis herpetiformis (DH). The majority of patients have IgA deposits in the dermal papillae. In a few patients the IgA is deposited in a linear fashion along the basement membrane zone. Some other characteristics of two patients with DH and linear IgA deposits are reported.
Case /
A 52-year-old female presented in 1972 with an intensely painful and pruritic blistering eruption on the neck and trunk. This was diagnosed on clinical grounds as DH and responded rapidly to dapsone therapy. On cessation of dapsone therapy large tense bullae appeared chiefly on the trunk and neck within 48 hours ( Figure I) .
